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DEPARTMENT OF HEALTH & HUMAN SERVICES 
Centers for Medicare & Medicaid Services 
7500 Security Boulevard, Mail Stop 52-26-12 
Baltimore, Maryland 21244-1850 

Center for Medicaid and State Operations, CMSO 

Deborah Bachrach 
Deputy Commissioner 
New York State Department of Health 
Corning Tower 
Empire State Plaza 
Albany, New York 12237 

RE: TN08-65 

Dear Ms. Bachrach: 

CA#S/ 

NO'J 19 2009 

We have reviewed the proposed amendment to Attachment 4.19-A of your Medicaid 
State plan submitted under transmittal number (TN) 08-65. Effective October 1, 2008, it 
denies payment for three specific adverse hospital events, and, beginning November 1, 
2009 requires claims seeking any reimbursement involving ten other specific adverse 
events to be subjected to a medical records review to determine the allowable portion. 
We conducted our review of your submittal according to the statutory requirements at 
sections 1902(a)(2) 1902(a)(l3), 1902(a)(30), 1903(a), and 1923 of the Social Security 
Act and the regulations at 42 CFR 447 Subpart C. I am pleased to inform you that New 
York 08-65 is approved effective October 1, 2008 and have enclosed the HCFA-179 and 
the approved plan page. 

If you have any questions, please contact Tom Brady at 518-396-3810 or Rob Weaver at 
410-786-5914. 

Enclosures 

Sincerely, 

ci::indy Mann 
Director 
Center for Medicaid and State Operations (CMSO) 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 
HEALTH CARE FINANCING ADMINISTRATION 

TRANSMITTAL AND NOTICE OF APPROVAL OF 
STATE PLAN MATERIAL 

FOR: HEALTH CARE FINANCING ADMINISTRATION 

TO: REGIONAL ADMINISTRATOR 
HEALTH CARE FINANCING ADMINISTRATION 
DEPARTMENT OF HEALTH AND HUMAN SERVICES 

5. TYPE OF PLAN MATERIAL (Check One): 

I. TRANSMITTAL NUMBER: 

08-QS 

FORM APPROVED 
OMB NO 0938-0193 

2. STATE 

New York 
3. PROGRAM IDENTIFICATION: TITLE XIX OF THE 

SOCIAL SECURITY ACT (MEDICAID) 

4. PROPOSED EFFECTIVE DATE 
October 1, 2008 

0 NEW STATE PLAN 0 AMENDMENT TO BE CONSIDERED AS NEW PLAN 181 AMENDMENT 
COMPLETE BLOCKS 6 THRU I 0 IF THIS IS AN AMENDMENT (Separate Transmittal for each amendment) 

6. FEDERAL STATUTE/REGULATION CITATION: 7. FEDERAL BUDGET IMPACT: 
Section 1902(a)(30) of the Social Security Act a. FFY 10/01/08 • 09/30/09 ($411,460) 
42 CFR Part 447 Sub~art C b. FFY 10/01/09 • 09/30/10 ($411,460) 
8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT: 9. PAGE NUMBER OF THE SUPERSEDED PLAN 
Attachment4.19-A, Pages 149, 149(a), 149(a)(1), 149(a)(2), SECTION OR ATTACHMENT (If Applicable): 
149(a)(i) and 149(a)(ii) Attachment 4.19-A, Pages 149, 149(a) & 149(a)(1) 

10. SUBJECT OF AMENDMENT: 
Hospital Inpatient Never Events 
FMAP rate· 58.78% based on effective date of 10/1/08 

II. GOVERNOR'S REVIEW (Check One): 
!ZI GOVERNOR'S OFFICE REPORTED NO COMMENT 0 OTHER, AS SPECIFIED: 
0 COMMENTS OF GOVERNOR'S OFFICE ENCLOSED 
0 NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL 

12. SIGNA ll.J-,p Qf STATE A~E~~~ OF~lAL: I6. RETURN TO: 
New York State Department of Health ,. .. ' ~ Corning Tower 

13. TYPED NAME: Deborah Bachrach 
Empire State Plaza 

14. TITLE: Deputy Commissioner Albany, New York 12237 

Department of Health 
I5. DATE SUBMITTED: 

December 8,_ 2008 
FOR REGIONAL OFFICE USE ONLY 

I7. DATE RECEIVED: IS. DATE APPR~~D: 
\\--\(\-

PLAN APPROVED- ONE COPY A TT ACHEO... 
19. EFFECTIVE DATE OF APPROVED ~fRif~ 20Q8 ~I' ~ 

,. -,,......, -

-'~· 
- ---

21. TYPED NAME: \A\,\\ \A rn L~sow~K.., 2~LE: D, --
l::>U...N rec-1 '-' ii' C MSD 

23. REMARKS: \ I I 

FORM HCFA-I79 (07-92) 
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